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The objective of the study was to determine whether there is a
significant difference between pregnant teenagers and pregnant
women with reference to the following variables:1) educational
disruption, 2) economic limitations, and 3) medical complications. A
comparative research design was used in the study. A self
administered questionnaire was given to females in the Gynecology
and Obstetrics clinic at Grady Hospital located in downtown
Atlanta. A convient sampling technique was used. A total of 60
pregnant females constituted the sample (thirty-seven pregnant
teenagers and twenty-three pregnant women).
The findings from the study reflect that there is a significant
level of difference in educational disruption, economic limitations,
and medical complications between pregnant teenagers 19 and
under and pregnant women 20 and over. The data indicates that
among the teenage group, the drop out rate is higher and they have
less than a high school education than the women respondents. The
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study reflects that the teenage respondents are depending on
Medicaid to cover their pregnancy expenses than the vwomen
respondents. It reflects that among the teenage group there is a
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Major research studies have shown that there are many
factors that affect the pregnant adolescent, this study explores
the incidence of teenage pregnancy based on educational
disruption, economic limitations and medical complications. It
attempts to determine if there is a significant relationship between
the dependent variable teenage pregnancy and the independent
variables - educational disruption, economical limitations and
medical complications.
Educational and occupational aspirations are severely
curtailed in many adolescent pregnancy experiences. A
longitudinal study done by (Card & Wise, 1978) showed that
adolescent parents (male and female) are more apt to terminate
their education than their peers. This study also found that the
impact was greater on the female. Consequently, this teenage
mother may lack the educational criteria to enter the labor force.
In a technology - emphasized era where the need for manual
labor is low, this teenager has little hope of anything but an
economically deprived life (Children's Defense Fund, 1988).
Living in poverty, lacking education and opportunity and
being brought up in a parent home hurts the children of teenage
parents, too. Such children are likely to have lower IQ and
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achievement scores than others, and are more likely than others
to become teenage parents themselves (Alan Guttmacher
Institute, 1981).
Teenage pregnancy is an economic burden on society as a
whole. A recent study by the Center for Population Options
estimated that taxpayers spend $16.5 billion each year because
of teenage pregnancy. This $16.5 billion dollar figure is the total
cost associated with AFDC, food stamps, and Medicaid
payments to all women who began their childbearing as teens
and who are currently on welfare ( Burt,1987).
Teenage pregnancy carries a host of medical
complications. The younger the mother, the more likely she Is to
suffer complications from pregnancy, including anemia, toxemia,
eclampsia and miscarriage (Alan Guttmacher Institute, 1981).
Babies born to teenage mothers are much more likely to die in the
first year of life than those born to mothers over the age of 20
(Ryan and Schneider, 1986). Maternal mortality and morbidity,
and the risk of having a low - birth - weight infant, are also
considerably greater among teenage mothers (Children's Defense
Fund, 1986).
The 1988-1989 survey published by Family Teen Health
Services of Georgia, Facts of Georgia, list the percentage of low
birth-weight babies born, number born to teenagers, number of
infants born to low - educational - status women, and the
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percentage of teenagers receiving inadequate prenatal care. In
1988,28,000 babies were born to teenagers in Georgia Facts of
Georgia (1988). Teen pregnancy is associated with Increased
rates of infant death and disability, interrupted
schooling,unemployment, and potential for child abuse and
neglect (KIsker, 1987).
Facts for Georgia (1989) also reports that 26,339 babies
were born in 1988 to teenagers who did not complete high
school. Babies born to mothers with less than 12 years of
education are at greater risk for infant death than those babies
born to mothers who have completed at least a high school
education (Hofferth, 1987). Low birth weight babies are at a
greater risk for handicapping conditions such as cerebral palsy,
mental retardation, blindness, deafness and death (Childrens
Defense Fund, 1986). In 1989, 8.4% of babies born in Georgia
were low birth weight, and 7.3% of ail teenagers giving birth in
Georgia did not receive adequate prenatal care Facts for Georgia
(1989). The rate of infant death is about four times greater in
babies born to mothers who have not had at least four medical
checkups during their pregnancies (Alan Guttmacher institute,
1981).
More than 11,000 teenagers - three out of every 100 girls
between the ages of 10 and 17 - got pregnant in Georgia in 1988,
and adolescent pregnancies are on the rise in the South. Georgia
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had the highest teenage pregnancy rate of any of the 17
Southern states studied and the third worst in infant mortality
rate (National Center for Health Statistics, 1989).
Teenage sexual activity and pregnancy are not the special
problems of any one economic, ethnic or social group, but affect
young people from all regions of the country, from the cities and
the farms, and from families of all socio-economic levels, racial
groups and religious denominations ( Senderowitz, and Paxman
1987).
Statement Of The Problem
Teenage pregnancy and childbearing have become issues
of broad public concern. More than one million adolescent girls
become pregnant In the United States every year. While about
400,000 of them obtain abortions, nearly half give birth. The
majority of these births are to unmarried mothers, nearly half of
whom are under age eighteen (Baldwin, 1987).
The situation represents a tragedy for the young people
themselves and for all Americans. For the teens Involved it often
means having to decide between abortion or dropping out of
school, leaving home, or becoming dependent on welfare. For
society, it means a staggering federal tax bill - $16.5 billion in
1987. Teenage pregnancy has critical consequences for the
5
economic future of the teenager and her family. Teenage mothers
are at an increased risk for medical complications, they frequently
fail to complete their education and this in turn leads to
employment in low paying positions, unemployment,and/or
reliance on public support. Worst of all, it presents an almost
insurmountable obstacle to the creative and productive potential
of America's greatest asset our youth.
The purpose of the study is to examine the effect of the




Specifically the study will consider the following questions:
1. What is the relationship between teenage pregnancy
and educational disruption ?
2. What is the relationship between teenage pregnancy
and economic limitations?





Teenage childbearing is a serious - and growing - social,
economic and health problem In all regions and most countries of
the world. Very often, the problem Is compounded because the
births are out - of - wedlock. Adolescents in the United States
have rates of childbearing that are among the world's highest.
Among the world's industrialized countries, only Romania, New
Zealand, Bulgaria and East Germany have higher teenage fertility
rates. Adolescent fertility is higher in the United States than in
many less developed nations such as the Phillippines, Tunisia
and East Malaysia (Alan Guttmacher Institute, 1981).
Teenage pregnancy is an umbrella issue which, depending
on circumstances, may cover discussions of premarital sexual
activity, sex education, contraceptive use, abortion, out - of
wedlock births, hurried marriages, and welfare. Adolescent
pregnancy is a crisis because the numbers and rates of out - of
wedlock births are rising, increasing the likelihood of poverty of
two generations of children: young mothers and their children.
Adolescent pregnancy is a national problem that effects every
racial, income, and ethnic group in every area of the country.
Although it disproportionately affects the poor, minority, and
urban teens, two-thirds of the teens who gave birth each year are
white, two-thirds do not live in big cities, and two thirds come
from families with above poverty incomes (Children's Defense
Fund, 1988). Chilman,1980 cites we must implement remedies
that all teens need to prevent too- early sexual activity,
pregnancy, abortion, and parenthood, but we must also target
our youth who are at greatest risk of teen pregnancy, and the
poverty it breeds. In this chapter the researcher will discuss the
following: educational disruption,economic limitations, medical
complications, family planning services, sex education,
contraceptive research,and programs for pregnant adolescents.
Educational Disruption and Economic Limitations
The relationship between adolescent pregnancy and
educational attainment is clear: persons who become parents in
their teens are more likely to terminate their education than their
classmates are (Card and Wise, 1978). Pregnancy is the most
frequent physical condition causing an adolescent to leave
school; more than twice as many adolescents females leave
school because of than for all other medical and physical
conditions combined (Furstenberg, 1976). It Is vital to recognize
that not every adolescent who becomes pregnant drops out of
school. Chilman, 1978 suggest that the well-motivated and
achieving girl given the support of the school through
programming and child care, need not have her education
interrupted by pregnancy.
The educational deficit is one which tends to be more
strongly felt by the mother In the adolescent pregnancy situation
in that the father is somewhat more removed from the pregnancy
and child rearing mandates (Card & Wise, 1978). Yet, even with
this differential impact between father and mother, the spouses of
young women who have children are still more likely to have a
lower educational attainment than spouses of classmates who
were able to defer child bearing. This situational undereducation
leads directly to the underemployment which may place the family
In a position of dependency from the time the child Is born
(Thornburg, 1986).
The situational undereducation and underemployment are
life factors felt by both members of the adolescent pregnancy pair
in any life-style, single or married (Furstenberg, 1976).
The implications of this undereducation-underemployment
were reviewed In a study by (Nye, 1987) in which he found that
thirty-one percent of the adolescent women In his sample who
had been mothers before the age of sixteen were living at or below
the poverty line. Existence at this low income point was found to
be related to the facts that (1) the women were single parents
with low-level employment skills, (2) the Interruption of their
education provided inadequate credentials for hiring based upon
educational attainment and occupational preparation was fixed
at that same low level.
According to the (Alan Guttmacher Institute, 1981) eight
out of 10 women who first become mothers at age 17 or younger
never complete high school, twice as high a proportion as those
who do not give birth until they are 20 or older. Zelnik, 1981
cities even when the first birth occurs at age 18 or 19, the risk of
dropping out of school before obtaining a high school diploma is
1.4 times greater. Nine In ten of those whose first birth occurs at
age 15 or younger never complete high school, more than four in
ten never get past the eight grade (Baldwin, 1988). Teenage
mothers- especially those under age 18- are likely to begin
childbearing without having had the opportunity to acquire the
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necessary skills to compete successfully with teenagers who
postponed having a child until their early 20s (Hayes,1987). A
study conducted by (Babikian and Goldman, 1988) showed
mothers at ages 15-17 did not complete high school- six and
one- half times the proportion of nongraduates among women
who became mothers in their early 20s. The study indicated 79%
of the 15-17- year old mothers had no job experience at the time
of birth- six times the proportion among women who did not have
their first child until they were 20-24. The study showed eight out
of 10 of the very young mothers were unmarried at the time of
birth- a rate six times higher than among mothers 20-24, and
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those who first gave birth at ages 18 and 19 were disadvantaged
compared to the older mothers.
Teenagers are far more dependent upon the government to
pay for their deliveries than are mothers over age 20, who are
most likely to pay through private insurance (Kisker, 1987). Data
from the (National Center for Health Statistics, 1988) Indicate
that 70% of births to girls under age 15, and 46% of those to 15
19 year olds, are paid from public funds, compared to just 14% of
births to women 20 and older.
Teenage mothers are less likely to work and more likely to
be on welfare than mothers who first give birth In their 20's
(Chilman, 1.980). The Children’s Defense Fund, 1987 report the
following:
1) Ninety-one percent of women who first had babies at
ages 15-17 had neither full or part-time employment -1.4 times
the proportion unemployed of those who first gave birth at ages
20-24.
2) Mothers who gave birth at ages 18 and 19 were also
slightly more likely to be unemployed than the older mothers.
3) Seventy-two percent of mothers who first gave birth at
ages 15-17 were receiving welfare, 4.6 times the proportion of
those who gave birth at age 20-24; while 41 percent of these who
gave birth at 18 or 29 were on welfare - 2.6 times the proportion
of mothers who began child bearing in their early 20's.
Many teenage mothers with small children to take of, few
skills, little education and no husband in the home must become
dependent on public welfare for support. In 1987, about half of
the 18.5 billion invested In the federal Aid to Families with
Dependent Children (AFDC) program went to families In which
the woman had given birth as a teenager. Six out of 10 women in
families receiving AFDC payments had given birth as teenagers,
compared to just about one- third of women in families not
receiving such payments. About one- fourth of teenage mothers
are currently receiving AFDC payments (Burt, 1987). There are
nearly 800,000 families with children five years old or younger
headed by mothers aged 14- 25 (Caplan,1988). Two -thirds of
these families are living below the officially designated poverty
level (9,500 for a family of four). This is six times the proportion of
all families with such young children living In poverty (14%), and
eight times the proportion of all families living in poverty (10
percent) ( Baldwin, 1988). The median annual income of families
headed by women under age 25 Is 7,550- well below the official
poverty level. Such families have incomes only about one- fifth as
high as that of all families and three - tenths as high as that of
young husband- wife families (Children's Defense Fund, 1987).
Excellent and timely prenatal care can help prevent many of the
damaging health consequences of early childbearing to mother
and baby, but teenage mothers are far more likely than those who
give birth in their 20s to have no care or to get it too late. The
younger the teenager, the worse the situation ( Freeman and
Rickels,1987). Part of the reason for the delay Is that teenagers
are far less likely to be able to pay for care themselves or to be
covered by health insurance; they are much more dependent than
older mothers on Medicaid and other government funding
sources (Children's Defense Fund, 1988).According to
(Children's Defense Fund, 1986) by age eight, 70% of children
first born to women at age 17 or younger have spent part of their
childhood In a single-parent household. This compares to 41% of
the children first-born to women at ages 18-19, and about 25% of
children first born to women in their 20's. Young mothers who do
not live with the child's father are far less likely to receive child
support payments than are older mothers: More than one-quarter
of all mothers who are not living with their child's father receive
child support payments, compared to only one in ten such
mothers aged 14-24 (Chilman, 1979). For the small number of
young mothers who do receive financial help from the father, the




Many of the damaging health consequences of early child
birth to the mother and the baby can be lessened by early, high-
quality prenatal care (VenderAhe, 1987). Prenatal care has
Improved for mothers in all age - groups in recent years, but
teenagers - those at highest health risk from pregnancy and child
birth - continue to get the least adequate medical attention
(Osofsky, 1978).
Mothers under age 15 are two and one-half times more
likely than mothers aged 20-24 to be without prenatal care in the
first trimester, and nearly four times more likely not to get care at
all or to delay it until the last trimester (Freeman and Rickels,
1987). Mothers aged 15-17 are two times more likely than those
aged 20-24 to receive no care in the first three months of
pregnancy and to have no prenatal care or none until the last
trimester (Trussell and Menken, 1978).
The National Center for Health Statistics,1989 indicates
the following:
1) Teenagers are much more likely to lose their babies soon
after birth than women who give birth in their 20's.
2) The younger the teenage mother, the more likely that her
baby will die.
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3) About 6 percent of first babies born to girls under the
age of 15 die in their first year - a rate 2.4 times higher than
babies born to women who give birth in their early 20's.
4) Finally, babies born to 15 -year-olds are two times more
likely to die than babies born to mothers aged 20-24.
A longitudinal study done by (Singh, Torres, and Forrest,
1986) showed that sixteen percent of babies born to mothers
under 15 are of low birth weight (less than 2,500 grams or 5.5
pounds), 2.2 times the proportion of babies born to 20-24 -year-
olds (seven percent). The study also showed mothers aged 15-
17 are 1.5 times, and 18 and 19 -year-old mothers are 1.3 times
more likely to give birth to a low-birth-weight baby than are
mothers in their early 20's and as a result of these higher risks,
adolescent mothers, who bear 19 % of all U.S. Infants, have 26%
of all low-birth-weight babies. Finally, the study showed that
low-birth-weight is not only a major cause of infant mortality, but
a host of other childhood illnesses and birth injuries, such as
neurological defects which may involve mental retardation.
Not only is the infant of a teenage mother at greater risk of
death, defect and illness than the Infant born to a mother In her
20's, but the teenage mother herself Is more likely to die or suffer
illness or Injury (Baldwin, 1987). The Children's Defense Fund,
1988 reported that the death rate from complications of
pregnancy, birth and delivery is 60% higher for women who
become pregnant before they are 15 (16 vs. 10 deaths per 100,
000 live births): while the rate for 15-19-year-olds is 13% greater
than for mothers in their early 20's. For some causes of maternal
mortality the difference by age is especially striking mothers aged
15-19 are twice as likely to die from hemorrhage and miscarriage,
and 1.5 times more likely to die from toxemia (Children's Defense
Fund, 1988). Adolescent mothers are 1.3 times more likely to
suffer from non fatal anemia (11%) or toxemia (9%) as the result
of pregnancy or birth than women 20-24 (8.8 and 6.9%), and are
also somewhat more likely to have complications during labor or
as a result of a premature birth (Zelnik and Kantner, 1985).
Among other risk factors, pregnancy among very young
teenagers depletes nutritional reserves needed for their own
growth, and thus places them at higher risk for a variety of ills
(Freeman and RIckels, 1987).
The pregnant adolescent places the child In potential
jeopardy. A study conducted by (Rosenstock, 1986) determined
that all complications of pregnancy occur more frequently among
unmarried than among married women. Specifically, this research
indicates a level of toxemia and hypertension which is 50%
higher, an infant death rate which was twice as high, and a
maternal death rate which was nearly four times higher within the
unmarried group. The study also showed that the non-white
group had greater incidences of complications than did white
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pregnancies of similar status; however, within all ethnic, racial,
and economic subgroups, complications were more common for
the unmarried mother.
A study conducted by the National Center for Health
Statistics, 1988 stated that clinical evidence of neurological
defects occurred more frequently among infants carried by
adolescents mothers than those born by mothers in the 18 to 24
year old age group. For example, there is some evidence
suggesting that the risk to this child extends beyond immediate
biological functioning into the related areas of intelligence and
intellectual performance (Osofsky, 1978). In one of the few
longitudinal studies of adolescent of the children of adolescent
mothers (Caplan,1988) found that, at four years of age, fewer
than 5% of those children born to her sample of adolescent
mothers scored In the "above average" range on the Binet
Intelligence Test. On the other hand, a disproportionately high
25% were found to be scoring below 79 on this test, suggesting
some impairment (Logan,1985).
Zelnik and Kanter, 1985 cites that a full 35% of the
sexually active adolescent females within the United States will
experience a pregnancy during their adolescent period, because
this statistic does not Indicate the true magnitude of the problem,
for It does not reflect repeat pregnancies. Zelnik and Shah, 1986
was able to determine that the adolescent who has had a child is
8.4 times as likely to have another. A study of unmarried mothers
who kept their children, conducted by (Babikian and Goldman,
1988) discovered that a full 19% of these girls had experienced
another pregnancy within an 18 month period following the first
child.
According to {Trussell and Menken, 1978), there is a
segment of the adolescent pregnancy population that does not
fall into this pattern. Drawing a comparative study between the
single - and multiple- pregnant adolescent (Barglow, 1986) has
found the single - pregnant adolescent to (1) have greater "ego-
strength" than her counterpart, (2) have had more success and
greater demonstrated ability in the school setting, (3) have a
reduced level of passive dependency and depressive traits, and
(4) have been more likely to have come from a stable home herself,
Furstenberg , 1976 reports that the vast majority of recurrent
adolescent pregnancies are generated through the same factors
that led to the initial pregnancy. This is especially likely in that
the girls are likely to return to the same environment, friends,
partners, and patterns of sexual activity.
About one-third of all U.S. abortions each year are
obtained by teenagers - about half of these by 18 -19 year olds:
45% by 15-17 year olds: and 5% by youngsters 14 and younger
(Hayes, 1987). The total number of teenage abortions has risen
from about 191,400 In 1972, the year before the Supreme Court
abortion discussions, to a projected 325,000 in 1975 (Kulig,
1987). Legal abortion has also been a major factor in the
increasing rates of out-of-wedlock childbirth and, in reducing
nonmarital birthrates (Hayes, 1987).
The National Center for Health Statistics,1989 reports the
following;
1) Between 1985 and 1988, the rate of legal abortion rose from
19 to 31 procedures per 1,000 women under age 20.
2) The abortion rate among all teenagers increased by more than
three-fifths; and the abortion rate of youngsters under 15 nearly
doubled over the four-year period.
3) The rate among 18-19 year olds Is higher than the rate for
women 20 - 24 years old.
By 1984, the abortion ratio for teenagers (389) was one
and one-half times greater than the ratio for 20-24 year olds
(256) (Kisker,1987). For many teenagers who find themselves
confronted with an unplanned pregnancy, abortion is preferable
to an unintended birth. Poor and black teenagers were less likely
to terminate an unwanted pregnancy by abortion than those who
were white and more affluent ( David and Baldwin,1986). In 1987,
900,000 abortions were obtained by women 19 and younger.
Throughout the decade , about three in every eight abortions
were obtained by teenagers. Women aged 15-19 terminate nearly
two-fifths of their pregnancies by abortion.
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compared to more than half of all pregnancies among girls
younger than 15 (Hayes, 1987). About nine in ten teenagers who
obtain abortions get them in freestanding clinics. Teenagers are
less likely than older women to go to a hospital for an abortion (
Hayes,1987).
The higher a teenager's socioeconomic status, the more
likely she is to terminate a pregnancy by abortion, regardless of
race { Nye,1987). According to (McAnarney, 1987) in Rhode
Island, a state whose population is disproportionately white and
Catholic, 85% of all pregnancies to teenagers living in the
highest socioeconomic- status areas were terminated by abortion
in 1986, and 47% resulted in live births. Among teenagers living
in proverty areas , 32 % of pregnancies resulted in abortions, and
90 percent, in live births.
As with race, poverty status Is associated with a
disproportionately high number of unwanted pregnancies.
Therefore, although pregnancy rates are relatively high among
poor women, the percentage of poor and pregnat women who
obtain abortions Is about the same as the percentage of more
affluent women who do so (McAnarney,1987).
Teenagers are less likely than women in their 20s to obtain
abortions at the safer, earlier weeks of gestation (Russo,1988).
The younger the teenager, the more likely she is to have a
delayed abortion. Thus, only 34% of abortions obtained by girls
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aged 15 and younger are performed at eight or fewer weeks'
gestation, compared to 41% of abortions among 15-19- year olds
and 51% of those obtained by women aged 20-24. At the other
extreme, 14% of abortions obtained by girls younger than15 are
performed at 16 weeks of gestation or later, compared to just
seven percent of abortions among those aged 15-19 and four
percent of abortions among women aged 20-24( Russo, 1988).
The risk of death and major complications from abortion
rises with every week the procedure is delayed after the eighth
week. Abortions that are delayed to the 16th week or later are as
much as 13 times more dangerous than those performed at eight
or fewer weeks (Davidson, 1988).
More than nine in ten young women aged 17 or younger
rely on their parents, partners or Medicaid to pay for their
abortions (Children's Defense Fund,1988). Two-fifths of
abortions obtained by girls 15 and younger are paid for entirely
by the parents, one-fifth, by the partners and one-fourth, by
Medicaid; in one-tenth of the cases, the cost Is shared by the
patient and her parents or partner. Only one in 25 abortions
obtained by girls in this age-group are paid for by the young
patient alone (Children's Defense Fund, 1988). As the teenager
grows older, the abortion is more likely to be paid for by the
partner than the parent, but even among 17- year-olds, only
21
about one out of ten patients pays for the abortion herself
(Children's Defense Fund,1988).
Nutritional requirements during adolescent pregnancy is
very important (Kreuther,1988). Nutritional Inadequacies are to
be expected; the pregnant adolescent often does not fulfill the
increased nutritional requirements. The early detection of
undernourishment in the pregnant adolescent may prevent some
of the negative effects of inadequate nutrition on the growth and
viability of the fetus (Kreuther,1988). Nutritional inadequacies
that are not corrected can result in increased neonatal morbidity
and mortality (Jelliffe,1987). Nutritional inadeqacies and the lack
of appropriate prenatal care are often more prevalent when the
adolescent Is from a low income background. A majority of
pregnant adolescents are often deficient in Iron, protein, calcium,
and vitamin A, and many may be deficient In vitamin C, niacin,
B6, B12, folate, and thiamine (Hurley,1987).
Many pregnant adolescents are victims of restricted diets
either out of concern for fashion and figure or by denial of the
pregnancy. Such restricted diets to control weight gain are
hazardous as they result in inadequate dietary intake for both
adolescent growth and fetal development (Jelllffe,1987). The
complications of adolescent pregnancy are seen in eclampsia
and hypertensive disorders, premature labors, low-birthweight
babies, and anemia. Fortunately, many of these complications
can be prevented through adequate nutrition and prenatal care
(Hurley, 1987).
Family Planning Services- Sex Education
and Contraceptive Research
Most teenagers and adults approve of making
contraceptives available to teenagers, and most parents favor
family planning clinics providing birth control services to their
children. The number of teenagers attending family planning
clinics grew from 315,000 to 1.6 million between 1978 and 1987
(Cahn,1987). The clinics have had the expected result of
improving the quality and consistency of contraceptive use
among teenagers, and have been credited with preventing an
estimated 700,000 unintended births, and probably a higher
number of abortions, among teenagers. (Dryfoos,1986).
Fifty- nine percent of teenagers and 56 percent of adults
favor making contraceptives available to male and female
adolescents. A government- sponsored survey of two groups of
parents- one group whose teenage children were attending family
planning clinics and one whose children were not- found that
nine in 10 of each group believed that family planning clinics
should provide services to teenagers. However, nearly half said
that the parents should be Involved In a teenager's decision to
attend a clinic (Hayes,1987).
Nearly one and one- half million teenagers attended family
planning clinics in 1987- one -third of the 4.5 million clinic
patients. Nine years before, there were only 214,000 adolescent
patients, and they represented just one- fifth of the total
(Kulig,1987).
Younger teenage patients account for most of the Increase.
Between 1980-1986, the total number of family planning clinic
patients and the number aged 18-19 grew by about 75%, but the
number of patients under 17 tripled (KIsker, 1987).
All of the 5,000 organized family planning facilities serve at
least some teenage patients. About 40 percent are served by
health departments; 30 percent, by Planned Parenthood
affiliates; 19 percent, by such other agencies as women's health
centers and neighborhood health clinics; and 11 percent, by
hospitals (National Center for Health Statistics, 1989).
Half of teenagers who first come to a family planning clinic
have never used any method of contraception; one- third have
previously used a medically prescribed method, mainly the pill
(Kulig,1987). In 1987, 89 percent of new and continuing teenage
patients were using the pill at their last clinic visit; four percent
had lUDs inserted; four percent used the diaphragm; five percent
employed foam; three percent said they depended on their male
partners ( condom or withdrawal); and one percent used other
methods. The remainder either did not practice contraception
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because they were found to be pregnant or came to the clinic for
other reasons other than obtaining contraceptives (Cahn,1987).
The overwhelming majority of Americans favor sex
education in the schools, but only a handful of states require or
even encourage it; fewer still teach about birth control or abortion
(Kulig,1987). Most states leave the question of sex education up
to the local school boards (Nye, 1987). When sex education Is
offered, the course content is often limited that teenagers do not
learn even such basic facts as the time of the month when
pregnancy is most likely to occur (Children's Defense Fund,
1987).
Eight out of ten Americans believe that sex education
should be taught in the schools, and seven out of ten believe that
such courses should include Information about contraception. At
the beginning of the decade, only two-thirds of Americans favored
sex education, and only one-third thought that the schools
should teach anything but birth control (Tietz, 1982). Nine out of
ten parents of teenagers (and the same proportion of teenagers
themselves) believe that young people should be educated about
birth control and sexuality. Most teenagers, and the great
majority of parents, do not believe that the responsibility for such
education should be left to the schools, but should involve the
parents (Gallup, 1987).
Eight out of ten parents favor talking about birth control
and six in ten favor discussing abortion with their daughters.
Many parents that are willing to discuss sex education are
unable to provide accurate information to teenagers about
sexuality, reproduction and contraception (Alan Guttmacher
Institute, 1981). In one study, only 45% of mothers knew the time
of month when a women was most likely to get pregnant, and
41% knew how long a man's sperm can live inside a woman after
intercourse; only 18% realize that a woman can get pregnant up
to 48 hours after ovulation (Cahn, 1987). A recent government
sponsored study found that 98% of parents reporting needing
help in talking to their teenage children about sex (Chilman,
1978).
There are 4.6 million young women aged15-19 who are
sexually active and who are not intentionally pregnant or seeking
pregnancy (Baldwin,1988). These are young women who may be
described as "in need" of contraception to prevent unwanted
pregnancies. About 1.5 million of them are obtaining services
from family planning clinics, and another 1.2 million are estimated
to be receiving services from private physicians (Cupit,1986).
About 700,000 are using condoms or spermicides obtained
from drugstores, and 800,000 are depending on highly Ineffective
folk methods- withdrawal, douche or rhythum, without any
medical supervision; an estimated 900,000 are having
intercourse without using any means to protect themselves
against pregnancy (Dryfoos,1986). About five in 10 sexually
active 15-17- year-olds are not receiving birth control help from a
clinic or a private doctor, compared to four in 10 who are 18 or 19
years old (Hayes,1987).
Although many teenagers choose the pill- a highly effective
method- it is less than ideal for a young person for whom sexual
encounters are occasional or episodic (Cupit,1986). Teenagers
are not as enthusiastic about this method as they once were,
because of fears that the pill is dangerous. It is also not suitable
for young women who have not begun to menstruate regularly
(Gallagher,1987). The lUD is often inappropriate for teenagers
who have not had children, and, at any rate, increases the risk of
pelvic inflammatory disease and, therefore, the likelihood of later
fertility Impairment (Von der Ahe,1987).
The U.S. government is currently investing about 12 million
dollars a year in contraceptive development, but at least 60
million is needed annually to take advantage of current
knowledge to get major methods such as a monthly pill, a male
pill or a vaccination against pregnancy to the market
(Rosenstock,1986).
27
Programs Developed For Pregnant Adolescents
The first programs for pregnant teenagers were based in
the residential homes for unwed pregnant girls which were
common in the decades of the 1950’s and 60's. Some of these
homes were in operation prior to the 1950's and several of these
homes are still operational today (Garrett, 1986).
Beginning in the 1960's, the number of teenagers who
became pregnant were on the rise, and that these mothers and
their infants were subject to some health and social problems. In
response to these concerns, hospitals and eventually schools
began developing specialized programs for pregnant adolescents
(Klerman, 1986).
Hospital-based programs for pregnant teenagers were
developed because of the need to consolidate and improve the
health services required by the adolescent parent. These
programs have been set up most often in urban hospitals or
medical centers serving an inner city population. The services
provided generally include special clinics for prenatal and
postpartum care, social services, nutritional services, pediatric
care for mother and child, and family planning services (Gaston,
1987). A current survey of health care services available to
pregnant teenagers indicates that most large cities in the United
States do have some of these specialized services (Garrett, 1986).
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There are different types of services that have been developed for
this population of teenagers (Wallace, Weeks and Medina, 1987)
briefly reviewed seven of the following services:
The Cincinnati General Hospital Infant Stimulation/Mother
Training Project serves an adolescent population. The program
has pediatrics, social work department, and psychologists. They
offer a series of weekly parenting classes which are held for
teenage mothers and their babies until the infants are six months
old. The classes are run by nurses and early education specialists
and the focus is on health, well-baby care, nutrition, and infant
stimulation. Both mother and infant have access to health care in
the same setting in which classes are held.
The San Francisco General Hospital's Adolescent
Maternity Program has been in existence since the late 1960's.
This comprehensive program offers vocational education, general
guidance, and a high school diploma equivalency program.
Columbia Presbyterian Hospital in New York offers the
Young Parents Program which is run by a specialized staff of
nurse - midwives, pediatric nurse practitioners, nurses and social
workers who serve both adolescent mothers and fathers.
The Young Mothers Program at Yale New Haven Hospital
has been in existence since 1966. It is a prenatal and
postpartnal clinic run by nurse-midwives for girls 18 years of age
and younger. Social service access is one of the keys to its
success.
The McCabe Center in New Haven, Connecticut, was
established in 1966 by the public school system as a pilot project
for similar specialized schools. The center serves middle and high
school students who become pregnant. The school offerings
include academic courses in addition to prenatal and postpartum
classes, social services, vocational counseling, and liaisons with
necessary health care agencies. After delivering, teenagers
usually attend classes at McCabe for 1 to 3 months, before
returning to the public high schools.
The New Futures School, which is a part of the
Alberquerque, New Mexico Public School System is a
comprehensive programs for childbearing adolescents. This
program began In the early 1970's, and it offers an academic
curriculum in addition to a parent education curriculum. After
students deliver their babies, much emphasis is placed on follow¬
up counseling and support groups for the new mothers, fathers,
and grandparents.
The St. Paul Maternal and Infant Care Project has offered
multidisciplinary general and prenatal health services to junior
and senior high school students within clinics located in St. Paul,
Minnesota. These clinics provide direct health services in
addition to health education and day care for student parents.
30
A growing number of programs for adolescents who are
pregnant or who are parents have been developed beyond the
hospital and school-based programs (Dryfoos, 1986). Outreach
teen-advocate programs using a big sister/little sister model have
been developed and tried in both urban and rural settings. Multi-
service teen drop-in centers such as The Door in New York City
offer contraceptive, prenatal and general health education in
addition to their academic, legal and recreational programs
(Garrett, 1986).
Field, Widmayer, Greenberg and Stroller, 1986 have
developed home-based and day care centered-based infant
stimulation programs for adolescent mothers. This home-based
model Includes home visits to the adolescent mother and Infant
where a series of infant stimulation exercises are taught to the
mother twice a week for the first six months of the infants life. The
day care center program employs adolescent mothers as part-
time teachers' aides trainees caring for their own infants as well
as other infants under the close supervision of an experienced
day care teacher. Both programs seem to have positive and
important effects for the teenage mother and on the infant's
growth and development.
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Overview Of The Major Theoretical Orientations
A great portion of historical thought in the adolescent
pregnancy area has grown out of the psychoanalytic school.
Adams,1986 sees sexual activity among female adolescents to be
in search of pleasure, a desire to escape fear, and an effort to
establish an appropriate identity, an identity which has been
missing as a result of a sense of personal inadequacy. The
adolescent search for identity, pleasure, and love has been
echoed by (Muuss,1985), who suggests that intercourse is not
so much a search for sexual gratification in the adolescent as It is
a longing to be held cuddled, and cared for. Some adolescents
sometimes find themselves lavished with attention and love for
the first time. Most teenagers feel that by becoming pregnant it
will fill a void and they have a strong desire to replace that lost
love. (Bios,1987) view adolescent pregnancy as a replacement for
the real or imagined loss of a parent. The pregnancy serves as a
tool toward love and caring as well as a practical way to avoid
loneliness and isolation.
Mercer,1986 has described a family situation for pregnant
adolescents which is characterized by (1) absence of father, (2)
being a product of an out-of-wedlock pregnancy themselves,(3)
sibling relationships in terms of competing for attention, (4)
frequent early exposure to physical punishment, and (5) the
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presence of a mother who ignores emotional needs during
childhood. This family pattern often generates and adolescent
female who (1) is seeking independence but who is frightened and
not really prepared to accept the responsibility of adult life, (2) is
extremely dependent upon her peer group, (3) is impulsive and




Eclampsia- This occurs more frequently in pregnant adolescents.
It is excessive protein in the urine and edema (swelling).
Educational disruption- In this study it refers to pregnant
adolescents who drop out of school or take a leave of absence
because of their pregnancy.
Economic limitations- In this study it refers to pregnant
adolescents that usually end up in low- paying positions,
unemployed, and dependent on welfare.
Medical complications- In this study it refers to pregnant
adolescents that are prone to anemia, toxemia and eclampsia
which are three of the most common medical problems associated
with teenage pregnancy.
Premaritally conceived births- This term includes all births to
teenagers who are single at the time of conception.
Contraception- In this research study it refers to all methods used
to prevent a pregnancy.
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Anemia- In this study it is a deficiency in the red blood cells and
the incidence increases with pregnancy. Adolescents, who are
notorious for their poor eating habits, are especially prone to
develop anemia in pregnancy.
Toxemia- In this study it refers to bacterial products in the blood
stream. This is most common in adolescent pregnancy as a result
of poor diet, and inadequate prenatal care.
Sexuaily active- This term refers to anyone who has ever had
sexual intercourse.
Premaritaily sexually active- This term refers to anyone who is
sexually active before marriage.
Pregnancy outcome- In this study this term refers to ail possible
results of a pregnancy. The most common outcomes are live birth,
abortion, miscarriage, and stillbirth.
Live birth- In this study it is a product of pregnancy that shows
any signs of life at delivery.
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Abortion- In this study it refers to an induced, or purposeful,
termination of pregnancy with no expectation of a live birth.
Births to unmarried pregnant teenagers- This term includes all
births to pregnant teenagers who are not married at the timeof
delivery, sometimes referred to as wed- lock births or illegitimate
births.
Miscarriage- Is often called a spontaneous or accidental
termination of pregnancy before the fetus is viable.
Marriage- In this study it refers to whether an individual is single,




A comparative design was used in this study. The design
enabled the researcher to determine the significant difference
between the experimental group (pregnant teenagers 19 and
under) and the controlled group (pregnant women 20 and over)
on the following variables: 1) educational disruption; 2) economic
limitations; 3) medical complications.
Research Setting
The study was conducted in the Gynecology and
Obstetrics Clinic on the fifth floor at Grady Memorial Hospital.
The Department of Gynecology and Obstetrics Emory/ Grady
Hospital is located In Atlanta. Throughout its history, the Emory/
Grady Department of Obstetrics and Gynecology has been
recognized for many services such as, patient education,
community and school outreach, hospital outreach, social




A total of 60 subjects constituted the sample of the study.
A convient sampling technique was used in the study. It is a
nonprobability sampling technique. The subjects are pregnant
teenagers and women that come to the Obstetric and Gynecology
clinic for appointments, to talk to someone about their
pregnancy, to talk to the social worker, check -ups, follow- up
care and to be observed if there is an apparent medical concern
or complication with the pregnancy.
Data Collection/ Instrumentation
A questionnaire designed by the researcher was self-
administered. The questionnaire contained 33 questions. The
questionnaire was divided into four sections focusing on
identifying information, medical information, employment, and
personal data. The subjects completed the questionnaire in the
waiting area of the clinic. The day that the questionnaire was
administered many of the subjects were there for laboratory
activities such as, urinalysis, microscopic smears specimen
collection for special procedures, pelvic x- ray evaluations,




The statistical procedure T- Test was used In this research
study. This is one of the most important test statistics used in
social sciences. The T- Test was used to test the difference in
mean in two groups. The data analysis was completed by the




The results presented are divided into two sections. The first
section is a set of 30 tables that include the frequencies and per¬
centages of the survey questions, and a summary of the findings for
each table. The second section contains 9 questions that focus on
the three variables: 1) educational disruption; 2) economic limita¬
tions, and ; 3) medical complications. This section also includes
tables with a brief summary on the significant level of difference for
each question and figures.
The statistical T-Test was used to test the following null hypothesis:
1. There is no significant difference in educational disruption be¬
tween pregnant teenagers 19 and under and pregnant women 20
and over.
2. There is no significant difference in economic limitations be¬
tween pregnant teenagers 19 and under and pregnant women 20
and over.
3. There is no significant difference in medical complications be¬
tween pregnant teenagers 19 and under and pregnant women 20
and over.
The result of the T-test analysis showed that all of the signifi¬
cant levels related to educational disruption, economic limitations,
and medical complications were less than 0.05. This clearly shows
that a significant difference does indeed exists between pregnant
teenagers and pregnant women. Therefore, we reject the null hy¬
pothesis and accept the research hypothesis.
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There were sixty females who participated in this study. Out of
this number twenty three were women and thirty seven were teen¬
agers. The average age of the women was 26.9 years old while the
average of the teenagers was 16.5 years old. Out of the total partici¬
pants surveyed, thirty nine were black, nineteen were white, and two
were hispanic. When looking at the various Metro-Atlanta counties,
48.3% of the participants were from Fulton County, 31.7 % were








Clayton County, and the remaining 1.7% was from Gwinett County
(see table 3). It is also noted from the research that 51.7% of the
respondents expected to have their babies between the months of
August and September while only 5% of the respondents expected
to have their babies between the months of October and November
Table 4







Live With Frequency Percent
Mother Only 25 41.7%
Father Only 3 5.0%
Both Parents 12 20%
Other 20 33.3%
Approximately 41.7% or 25 females live with their mother while only
5% or 3 live with their father (see table 5).The research shows that
the majority of the respondents (35.0%) main source of support was
Table 6
Main Support Frequency Percent
Self • 20 33.3%
Mother 21 35.0%
Father 4 6.7%
Both Parents 9 15%
Other 6 10%
their mother. This research shows that the mother is the primary








Above $30,000 6 10.0%
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The majority of the respondents total overall household income falls
between ($15,000 - $ 20,000) which is well above the poverty level
Table 8








for respondents of this sort. For example (31.7%) of the repondents
total household income fell within this income range (see table 7).
Tables
Pregnancy Exp. Frequency Percent
Private Insurance 24 40.0%
Group Insurance 8 13.0%
Medicaid 28 46.7%
The vast majority of the respondents (83.3 %) as indicated by the
research were single (see table 8).Out of the 60 participants sur¬
veyed 28 of them were going to use Medicaid to cover pregnancy
expenses, 24 was going to use private Insurance, while the remain¬
ing 8 was using group insurance. Medicaid and private insurance
are clearly the main sources of covering expenses for these respon-
Table 10
Apply For Asst. Frequency Percent
Medicad 34 56.7%
Food Stamps 3 5.0%
All Of the above 23 38.3%
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dents (see table 9). An interesting point that the research show is
that more than half (56.7%) of the respondents had applied strictly
Table 11
Last Level-Edu. Frequency Percent
< High School 33 55.0%
Comp. High Sc. 6 10.0%
Some College 7 11.7%
Comp. College 14 23.3%
for Medicaid following their pregnancy (see table 10). From an edu¬
cational standpoint, the research show that 55% of the respondents
level of education was less than high school (see table 11).
Table 12
Leave Absence Frequency Percent
Yes 34 56.7%
No 26 43.3%
More than half (56.7%) of the respondents had to drop out school
or take a leave of absence because of their pregnancy. The remain¬
ing (43.3%) of the respondents did not have to drop out of school
or take a leave of abscence because of their pregnancy (see table
io\ Tablets







The research indicates that the majority of the respondents (36.7%)
did not have any medical problems associated with pregnancy.
However, 30% of the respondents medical problems were anemia.
Table 14
Ever Abortion Frequency Percent
Yes 31 51.7%
No 29 48.3%
Of the remaining categories 15% have toxemia, 15% have eclamp¬
sia, and 3.3% are diabetic (see table 13).More than half (51.7%) of
the respondents had an abortion prior to this pregnancy. The re-
Table 15




None of Above 39 65.0%
maining 48.3% never had an abortion (see table 14).The majority of
the respondents (65.0%) had never been treated for gonorrhea.
herpes, or syphilis. Neverthless, 13.3% had been treated for gonor¬
rhea, 1.7% had been treated for herpes, and 20% had been treated
for syphilis (see table 15). Table is
Medical History Frequency Percent
Miscarriages 7 11.7%
Stillbirths 1 1.7%
None of above 52 86.7%
Table 17
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Prenat CareWait Frequency Percent
1 week 18 30.0%
2 weeks 7 11.7%
1 month 11 18.3%
2 months 23 38.3%
Other 1 1.7%
The research show that an overwhelming number of respondents
(86.7%) had no history of stillbirths or miscarriages. While 11.7%
Table 18




had a history of miscarriagesi .7% had a history of stillbirths (see
table 16).Over 38.3% of the respondents waited at least 2 months
before seeking prenatal care after finding out that they were preg¬












1week, 1 month,and 2 weeks respectively. Only 1.7% waited another
length of time (see table 17). A large percent of the respondents
Table 20







No Response 29 48.3%
(48.3%) were unemployed. However, 40% were employed full time
and 11.7% were employed part-time (see table 18).The occupation
of most of the respondents (over 55%) fell into the category of do¬
mestic worker. The remaining 11.7% were managers, 8.3% were
Table 21




A Lot 5 8.3%
officials, 8.3% were semi-skilled workers,6.7% were profession-
als,5.0% were technical, 3.3% were sales representatives and 1.7%
Table 22





Planned Kids? Frequency Percent
Yes 2 3.3%
No 58 96.7%
were skilled workers (see table 19).When asked about their total
yearly income, 48.3% of the respondents did not respond, 16.7%
had yearly incomes between $20-25,000,11.7% were between $25-
Table 24
Part. Plan Kids? Frequency Percent
Yes 2 3.3%
No 58 96.7%
30,000, 8.3% were between $15-$20,000, 6.7% were between $10-
15,000, 6.7% were between $3-5,000,and 1.7% were between $5-
10,000 (see table 20).The research show that 43.3% of the respon¬
dents rarely smoke cigarettes, 25% never smoke cigarettes, 23.3%
Table 25




Can’t Recall 1 1.7%
smoke cigarettes sometimes, and 8.3% smoke cigarettes a lot (see
Table 26




table 21).The majority of the respondents (68.3%) answered yes to
Table 27
Chance - Preg. Frequency Percent
Yes 10 16.7%
No 50 83.3%
using drugs. The remaining 31.7 % answered no to using drugs





pregnancy. Only 3.3% of the respondents did plan their pregnancy
(see table 23).Over 96.7% of the respondents partner did not plan
their pregnancy. Only 3.3% of the respondents partner did plan their
Table 29
Mate-Birth Ctrl Frequency Percent
Yes 28 46.7%
No 32 53.3%
pregnancy (see table 24).The research show that 46.7% over the
respondents were between the ages of 13-15 when they had their
first sexual experience, 41.7% were between 16-18 years of age,
Table 30





Preg. Prevent Frequency Percent
Yes 32 53.3%
No 28 43.7%
10% were between 19-21 years of age, and the remaining 1.7%
could not remember their first age (see table 25).The vast majority
of the respondents (95%) were aware that sex could make them
Table 32





No Response 28 46.7%
pregnant. Five-percent weren’t aware that sex causes pregnancy
(see table 26)t.The research show that 83.3% knew that by having
sex they had a good chance of getting pregnant. The remaining
Table 33
B.C. Dur. Sex Frequency Percent
Condom 23 38.3%
Withdrawal 37 61.7%
16.7% did not know that sex would increase their chances of getting
pregnant (see table 27) .The majority of the respondents (65%)
thought about getting birth control for themselves, while the remain¬
ing 35% did not (see table 28). Over 53.3% of the respondents had
50
never talked about birth control to their boyfriend. Only 46.7% had
not dicussed birth control with their boyfriends (see table 29).
The research show that half (50%) of the respondents had dicussed
the chance of getting pregnant with their boyfriends and half (50%)
had not discussed the chance of getting pregnant with their boy¬
friends (see table 30).
When the respondents were asked did their partner ever do any¬
thing to keep them from getting pregnant when they had sex, 53.3%
answered yes and 46.7% stated no (see table 31).
The research show that 31.7% of the respondents have used the pill
as a method of birth control,13.3% used lUD, 1.7% used cream or
foam, and 6.7% used diaphram. The remaining 46.7% of the re¬
spondents did not respond at all (see table 32).
The majority of the respondents (61.7%) selected the withdrawal
method as the primary form of birth control that their partner used
during sexual activity. The remaining 38.3% responded that their
partners used condoms during sex (see table 33).
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Total Household Income Per Year
Groups Frequency Mean Stand. Dev. T>Value Deg. Free. Sig. Level
Question 7
23 1.6957 1.550 -3.09 58 0.003Women











□ Deg. Of Free.
■ Significant L.
Since the significant level of question 7 is less than
0.05 a significant difference between the two groups exists.
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Pregnancy Expenses
Groups Frequency Mean Stand. Dev. T-Value Deg. Free. Sig. Level
Question 9
23 1.7826 1.043 4.59 58 0.000Women

















n Deg. Of Free.
■ Significant L
Groups
Since the significant level of question 9 is less than
0.05 a significant difference between the two groups exists.
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Applied For Assistance
Groups Frequency Mean Stand. Dev. T-Value Deg. Free. Sig. Level
Question 10
23 1.0870 0.288 -11.42 58 0.000Women

















Since the significant level of question 10 is less than
0.05 a significant difference between the two groups exists.
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Employment Status
Groups Frequency Mean Stand. Dev. T-Value Deg. Free. Sig. Level
Question 18
23 1.2609 0.449 -13.85 58 0.000Women



















Since the significant level of question 18 is less than
0.05 a significant difference between the two groups exists.
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Occupational Status
Groups Frequency Mean Stand. Dev. T-Value Deg. Free. Sig. Level
Question 19
23 1.0000 0.000 -16.97 58 0.000Women




















Since the significant level of question 19 is less than
0.05 a significant difference between the two groups exists.
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Total Yearly Income
Groups Frequency Mean Stand. Dev. T-Value Deg. Free. Sig. Level
Question 20
23 3.0435 1.609 -19.51 58 0.000Women












□ Deg. Of Free.
■ Significant L.
Groups
Since the significant level of question 20 is less than
0.05 a significant difference between the two groups exists.
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Educational Attainment
Groups Frequency Mean Stand. Dev. T>Value Deg. Free. Sig. Level
Question 11
Women 23 9.0000 0.000 119.52 58 0.000







□ Deg. Of Free.
■ Significant L.
Since the significant level of question 11 is less than
0.05 a significant difference between the two groups exists.
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Drop Out of School
Groups Frequency Mean Stand. Dev. T-Value Deg. Free. Sig. Level
Question 12
Women 23 3.5217 0.665 18.98 58 0.000













□ Deg. Of Free.
■ Significant L.
Since the significant level of question 12 is less than
0.05 a significant difference between the two groups exists.
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Common Medical Problems
Groups Frequency Mean Stand. Dev. T-Value Deg. Free. Sig. Level
Question 13
Women 23 1.9565 0.209 11.44 58 0.000















□ Deg. Of Free.
■ Significant L.
Since the significant level of question 13 is less than




The findings in this research study is comparable and
supportive of most current national data. The data in the
research study indicates that teenage pregnancy and
childbearing is a major unsolved problem in the Metro- Atlanta
area. More and more adolescents are becoming pregnant at a
much earlier age. The research data reflects that there is a
significance level of difference in educational disruption,
economic limitations, and medical complications between
pregnant teenagers and pregnant women.
The data in the research study indicates that the effects of
adolescent childbearing in the Metro-Atlanta area is a complex
and serious problem. It reflects that the majority of pregnant
teenagers come from single-parent households, and an
overwhelming proportion of them are poor. The data indicates the
average age of teenagers was 16.5 years old, and 26.9 years old
for the women. The study reflects that the majority of the
respondents were single 83.3%.
The study reflects that the teenagers are dependent on
public assistance for economic support. The data indicates that
teenagers are dependent on Medicaid to cover their pregnancy
expenses, than the women respondents.
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The research study reveals a high level of drop outs, and
less than high school education among the teenage respondents,
than the women respondents.
The research study indicates that the pregnant adolescent
have high rates of pregnancy complications including anemia,
toxemia, and eclampsia than the women respondents. The study
reveals that the pregnant teenagers delay seeking prenatal care
than the women respondents.
The research study indicates that unemployment, and low
paying positions is high among the teenage respondents, than
the women respondents. Pregnant adolescents are less likely to
find stable employment than their peers who delayed
childbearing.
The conclusion one must draw from this study on the
effects of pregnancy on the adolescent is that women who
become parents as teenagers are at greater risk of social and
economic disadvantages throughout their lives than those who
delay childbearing until their twenties. They are less likely to
complete their education, to be employed, to earn high wages,
and to receive welfare.
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Limitations Of The Study
There are some important methodological problems that
may limit the interpretation of the study. It is clear that this
sample does not represent all pregnant adolescents in the Metro-
Atianta area, and may particularly exclude those who are In the
earlier stage of pregnancy. This problem will apply to those who
are already being monitored by a doctor and are about to give
birth to their babies in the next few months. Secondly, the
geographical distribution of subjects is not a true-cross section
of pregnant adolescents in the area. This problem applies to the
fact that this survey was taken at a hospital located in Fulton
county. One might take into consideration that the data was
collected in a period of two weeks with anonymous respondents.
The honesty of the answers in the survey seem to reflect the
sample greatly. However, the accuracy of the information given in
the survey is questionable. Although considering that the survey
was taken at Grady hospital, a high volume hospital for pregnant
teenagers from the Metro-Atlanta counties, makes the sample
fairly representative of a much larger population than sixty. From
this fact alone, one would be inclined to believe that the data is a
fairly accurate representation of the population of Metro-Atlanta
pregnant teenagers.
Suggested Research Directions
The researcher suggest that a more in depth study is needed
in order to understand the consequences of adolescent
childbearing in the Metro-Atlanta area. The direction would be to
repeat the study In five years to see If the teenagers completed
their education , found employment, had premature or low-birth
weight babies, If they are utilizing contraception. If they are still
dependent on Medicaid benefits, and if they had another child
before completing their teens.
The researcher suggest that more attention needs to be
given to small racial and ethnic groups, such as native Americans
and Hispanic subgroups, rather than black and white race
differences.
Research is needed to follow up young birth mothers (and
birth fathers) and to explore the effects of reliquishment on their
psychological well-being, seif - esteem, personal relationships, and
subsequent fertility. More research is needed on the factors
influencing sexual decision making and the developmental effects
of choices concerning the intiation of sexual activity, contraceptive
use, and pregnancy resolutions among the very young teenagers.
The knowledge gained from such studies would help identify
potentially effective means of intervening to prevent unplanned
pregnancies and to promote desirable outcomes among young
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IMPLICATIONS FOR SOCIAL WORK PRACTICE
Adolescent pregnancy is a problem of many dimensions.
Young mothers, particularly those under 15, may face grave
health risks, and their infants are more likely to have
developmental disabilities than children born to older mothers.
Pregnancy is a major contributing reason for young women
dropping out of school and this, in turn, reduces their future
chances for economic stability. Social workers need to learn more
about the dimensions of the probiem and the societal
consequences. They need to take action to see that young people
are given adequate information upon which to base their
decisions about sexual activity and early childbearing. They need
to offer comprehensive health, educational, and social services to
adolescents who become pregnant at a young age. They need to
provide adequate follow through programs to help adolescents
manage parental responsibility and personal growth so that they
and their children can become contributing members of society.
Social workers must make themselves available to educate
the parents of adolescents and teenagers regarding sexuality and
reproductive physiology. Open-forum discussions would allow all
parents to share this information and help their children grow up
informed, with an open, relaxed attitude about sex.
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Social workers must help young people learn basic
reproductive facts before they become sexually active. They must
support them if choose not to become sexually active. If they plan
to be sexually active, they must be aware of the consequences
and accept responsibility of their actions.
As social workers with a vested Interest In the community,
they must educate adults and especially community leaders
about the seriousness of this problem. They must stress a need
for action and reach out to involve others in dealing with this
problem.
Social workers must reinforce and support individual and
family efforts to discourage early pregnancy and encourage
adult- self - sufficiency. Teenagers need a reason to believe that
parenthood is inappropriate at this point in their lives. Social
workers need to encourage them to establish career goals and
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4. Expected delivery date
5. You live with; (check one that applies)
□ a. Mother only
□ b. Father only
□ c. Both parents
n d. Other (specify)




□ d. Both parents
□ e. Other (specify)
7. What is your total household income per year?
□ a. $ 0-5,000
□ b. $5,000-10,000
□ c. $ 10,000-15,000
□ d. $ 15,000-20,000
□ e. $ 20,000-25,000
n f. $ 25,000-30,000
□ g. Above $ 30,000




□ d. Other (specify)
9. How do you plan on paying for your pregnancy expenses?
□ a. Private insurance (insurance that you or someone in your family has)
□ b. Group insurance (insurance that your employer or the employer of
someone in your family purchas^)
□ c. Medicaid
□ d. Other (piease describe)
□ e. None of the above
10. Have you applied for any of the following since your pregnancy?
a a. AFDC (Aid to Families with Dependent Children)
□ b. Medicaid
□ c. Federal food stamps
□ d. All of the above
11. Education
11. Indicate the last level of your educational attainment;
□ a. Less than high school
a b. Completed high school
a c. Some college
a d. Completed college




13. The following list of medical problems are usually common with pregnancy indicate





a e. High blood pressure
□ f. Heart trouble
a g. Arthritis
□ h. Sickle cell
a i. Other (specify)
14. Have you ever had an abortion?
a (yes)
□ (no)




□ d. None of the above
16. Do you have a history of:
□ a. Spontaneous Abotiions?
n b. Miscarriages?
□ c. Stillbirths?
□ d. None of the above
17. How long did you wait to seek prenatal care when you found out that you were pregnant?
□ a. 1 week
□ b. 2 weeks
□ c. 1 month
n d. 2 months
n e. Other (specify)
IV. Employment




n d. Other (specify)
19. What is your occupation?
□ Professional
(e.g., accountant, teacher, social worker, doctor, registered nurse)
a Official (e.g., banker, inspector, government official)
n Manager or Foreman
(e.g., sales manager, store manager, office manager)
□ Technical (e.g., draftsman, medical or dental technician)
□ Sales Representative (e.g., real estate, automobile or insurance salesman)
a ■ Skilled Worker (e.g., baker, seamstress, practical nurse)
n Semi- Skilled Worker
(e.g., bookkeeper.office clerk, secretary, beautician, nurse’s aid, messenger)
□ Unskilled worker (laborer)
□ Domestic worker
(e.g., baby-sitter, domestic worker, housekeeper, filling station attendant)
n Other (specify)
20. Approximately what is your total yearly income? (If you are not sure please estimate)







□ h. Above $ 35,000
V. Personal Data
21. Do you smoke cigarettes?
□ a. Never □ b. Rarely
□ c. Sometimes □ d. A lot





□ e. Other (specify)
23. Did you plan this pregnancy?
□ (yes) □ (no)
24. Did your partner plan or expect this pregnancy?
□ (yes) □ (no)
25. How old were you the first time you had sex?
Think about the time just before you got pregnant:
26. Did you know that having sex could make a girl pregnant?
□ (yes) □ (no)
27. Did you think you would have a good chance of getting pregnant yourself?
□ (yes) □ (no)
28. Did you ever think of getting birth control for yourself?
□ (yes) □ (no)
29. Did you or your boyfriend ever talk about birth control?
□ (yes) □ (no)
30. Did you or your boyfriend ever talk about the chance of your getting pregnant?
□ (yes) □ (no)
31. Did you or your partner ever do anything to keep you from getting pregnant when you had sex?
□ (yes) a (no)
32. If yes, will you check any method you have ever used.
□ a. Pill □ b. lUD
□ c. Cream or foam or jelly □ d. Diaphram
□ e. Rhythm t3 f. Other
33.Check any method of birth control your partner has ever used while having sex with you:
a Condom (Rubber) n Withdrawal (Pulling it out)
Other: Please describe it:
